Composite adenocarcinoma-carcinoid tumors have been described in the esophagus, stomach, ampulla of Vater and in the colon. These form a distinct pathologic entity in a spectrum of tumors ranging from the pure adenocarcinoma to the pure carcinoid. The biologic behavior, treatment and prognosis of these tumors is determined by the glandular component. We describe two varied clinical presentations in this spectrum, to bring into focus this clinical and pathologic chimera.
INTRODUCTION
The presence of both neuroendocrine and glandular elements in a tumor of the gastro-intestinal tract (GIT), lends itself to diagnostic and therapeutic dilemmas. It has been shown that 13% of all gastric cancers and 5-10% of colorectal cancers may have a neuroendocrine component in them 1 . The following two cases illustrate the clinical presentation, pathologic features and management of these tumors.
CASE 1
A 38-year-old man presented with history of bleeding per rectum and fatigability. Clinical examination revealed an 8 x 6 cm firm nodular mass in the epigastrium. There were no pelvic deposits or supraclavicular nodes. Investigations demonstrated an ulcero-proliferative tumor arising in the mid-transverse colon with no evidence of distant metastases. Biopsy was suggestive of a poorly differentiated adenocarcinoma.
With this clinical picture, the patient underwent a tranverse colectomy with segmental resection and anastomosis of a loop of adherent jejunum. His recovery was uneventful. The postoperative histopathology demonstrated areas of well differentiated adenocarcinoma interspersed with distinct areas of carcinoid tumor (Fig. 1 ). The adenocarcinoma component extended up to the muscular layer, and the lymph nodes demonstrated only reactive hyperplasia. The patient is on follow-up for 8 months now and doing well.
CASE 2
A 58-year-old man presented with symptoms suggestive of obstructive jaundice and a clinically palpable gallbladder.
Investigations revealed a periampullary tumor causing obstruction to the common bile duct, and numerous sessile polyps in the entire stomach. Endoscopic biopsy from the lesions in the stomach was suggestive of carcinoid tumor and from the periampullary tumor was suggestive of adenocarcinoma. There were no distant metastases.
The patient underwent a total gastrectomy with Whipple's procedure with reconstruction through an esophagojejunostomy and a pancreato-jejunostomy. His recovery was uneventful. The post-operative histopathology showed carcinoid tumor in all the polyps in the stomach. The duodenal lesion was reported as a well differentiated adenocarcinoma infiltrating the muscular layer. All the lymph nodes were reactive. He has completed 16 months on follow-up and is doing well.
Neither of these patients had any feature of the carcinoid syndrome nor was the urinary 5-HIAA (5-Hydroxy Indole Acetic Acid) elevated in them.
DISCUSSION
In 1927, Hamperl was the first to notice the presence of neuroendocrine cells in adenocarcinomas of the gastrointestinal tract 1 . Since then, these endocrine cells have been detected in a variety of neoplasms of the GI tract. The histogenesis of these tumors has been postulated to be a bi-directional differentiation of the crypt base stem cells, which are totipotent 4 . Collision tumors are hypothesized to arise from two different populations of cells that proliferate independently.
Most cases of mixed adenocarcinoid tumors of the colon arise in association with long standing ulcerative colitis 5 . Reports of tumors which arise de novo are few 5 . Clinical presentation is mostly with a palpable mass and bleeding per rectum, with a small proportion of patients suffering from the carcinoid syndrome 6 . Radical surgery as for any adenocarcinoma of the colon is the sine qua non of management and adjuvant therapy is decided based on the stage of the epithelial tumor 6 . The incidence of a carcinoid tumor of the GIT co-existing with an adenocarcinoma synchronously has been reported to range from 0.3-4.3%. Most of these patients had the carcinoid tumor more proximally in the gut. Prognosis and management depend upon the stage of the individual tumors. Some authors recommend an active search for a co-existent adenocarcinoma in the presence of a carcinoid of the GIT 7 .
In the mixed tumors, the prognosis and overall survival is determined by the glandular component and not by the carcinoid component 8 .
The above discussion attempts to focus attention on the spectrum of histogenesis, pathology, clinical presentation, management and prognosis of an uncommon clinicopathologic entity.
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